Adenocarcinoma lung presenting as multiple cutaneous metastasis: A rare initial presentation of lung carcinoma
Correspondence Sir, Lung cancer is the most common cancer in the world, accounting for the highest cancer-related deaths. [1] It is a disease of the older age group mainly affecting in 55-65 years of age. The 5-year survival rate is only around 15%. The disease presents in most of the cases in late stages only, that is stage III and IV. This implies that the presentation with a distant metastasis itself at the time of diagnosis is not unusual. The usual sites for metastasis of lung cancer include hilar and mediastinal lymph nodes, adrenal glands, liver, brain, and bone. [2] However, lung cancer presenting as cutaneous metastases at the time of diagnosis is a rare phenomenon. That is the reason we are reporting this case where the fi ne-needle aspiration cytology (FNAC) from cutaneous lesions lead to the diagnosis of lung cancer. This case highlights the importance of the fact that since lung cancer is a highly malignant disease and in most cases the patients present only in late stages suspicious skin lesions may be the only initial presenting complaint of a lung cancer patient. Hence, any skin nodule particularly in the older age group should be subjected to cytopathology/histopathology to rule out metastasis.
A 60-year-old nondiabetic, nonhypertensive male who was farmer by occupation presented to our department with complaints mainly of nonhealing ulcer over right hip, nodular skin lesions over left hypochondrium and left lumbar region associated with chest pain and loss of appetite since last 4 months. Patient was a heavy cigarette smoker with a pack years of about 20. General examination revealed single large, fi rm, fi xed, non-tender, ulcerative skin lesion with hyperemic and necrotic center located on the right hip [ Figure 1 ]. He also had 2 nodular lesions over left hypochondrium and left lumbar region. Rest of the systemic examination was not significant. Respiratory examination showed fi ndings suggestive of some space occupying pathology on the right side in the form of diminished air entry with dullness on percussion. Routine blood investigations were within the normal range. Detailed evaluation was carried out to confirm and characterize the nature of skin lesions and also confirm the probable respiratory pathology. In this process, FNAC from the ulcer and swelling were carried out along with a chest X-ray also. FNAC revealed poorly differentiated adenocarcinoma [ Figure 2 ] and X-ray was suggestive of right-sided collapse and probable intrathoracic mass along with hyperinfl ation of left lung. For confi rmation of X-ray fi ndings and further evaluation contrast enhanced computed tomography thorax was requested, which was suggestive of right-sided pleuralbased mass with obliteration of right main bronchus with right-sided collapse along with fi brocavitatory lesions in right lower lobe [ Figure 3 ]. Bronchoscopy was done that revealed a friable growth in right main bronchus, which was completely obliterating the same [ Figure 3 ]. Histopathology of the tissue from the endobronchial growth showed adenocarcinoma lung [ Figure 4 ]. Since both histopathologies were similar a diagnosis of adenocarcinoma lung with cutaneous metastasis was labeled. As the overall prognosis was very poor the Systemic metastasis is a common fi nding in lung cancer. Nearly 43% of lung cancer patients may have distant metastasis at the time of diagnosis. [3] However, skin metastasis in lung cancer is rare and when present implies very bad prognosis. [4, 5] The frequency of metastasis to skin in lung cancer varies with the histological type. It is 0.81% for small cell lung cancer, 2.95% for adenocarcinomas and 1.16% for squamous cell carcinoma. Clinical presentation may range from a red-pink, ulcerated nodule to a hard fi xed swelling beneath the skin, and can be the fi rst and only sign of the tumor. [4, 6] This same was the scenario in our case also where the retrograde approach to look for the primary in a cutaneous metastasis confirmed the presence of a suspicious lung lesion which on further workup eventually came out to be adenocarcinoma lung. The patient was not having any respiratory and systemic complaints. This unusual and rare way of initial presentation of lung cancer where the FNAC from cutaneous lesions has paved the pathway for diagnosis has been rarely reported. The most common sites for skin metastasis in lung cancer are skin over the chest, back, abdomen, and scalp. [6, 7] Rarely metastasis may involve skin over gingiva, scrotum, perianal skin, lip, nose, burn scars, fingers and toes. [8] After the diagnosis of a cutaneous metastasis, median survival is between 2.9 and 4.9 months. [9] Lung malignancy is the quickest to metastasize to the skin after the establishment of initial diagnosis with a mean time of approximately 5.75 months. [10] Cutaneous metastases from the lung are frequently moderately or poorly differentiated on histopathology. [6, 11] The metastasis to skin occurs after invasion of the lymphovascular system and is usually limited to the dermis and subcutaneous layer. [12] Immunohistochemistry may be useful when there is a cutaneous metastasis with unknown primary to locate the origin. [12] A similar histological finding from the primary and the suspect cutaneous metastasis confi rms the diagnosis of a cutaneous metastasis. Molina et al.
proposed that lung primary in the upper lobes have a greater tendency for cutaneous metastasis.
Solitary skin metastases can be treated through surgery alone or in combination with chemotherapy, and/or radiation. For multiple cutaneous metastatic lesions or if associated with internal metastases chemotherapy is the primary option. During the course of chemotherapy response, monitoring for the entire malignancy can be done by observing the response of these lesions. A bleeding or painful metastatic lesion may require irradiation. [6] CONCLUSION Lung cancer usually presents with a wide variety of respiratory and systemic complaints. But, skin nodules or ulcers due to cutaneous metastasis though rare may also be the initial presentation in a lung cancer patient. Hence while dealing with any skin nodule particularly in the older age group and heavy smokers cutaneous metastasis should be kept in mind as a differential and the lesion should be subjected to cytopathology/ histopathology to rule out metastasis. 
